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TISSUE CHARACTERIZATION USING
INTRACARDIAC IMPEDANCES WITH AN
IMPLANTABLE LEAD SYSTEM

PRIORITY CLAIM AND RELATED
APPLICATIONS

This application claims priority under 35 U.S.C. 119(e) to
U.S. Provisional Patent Application No. 60/787,884 filed
Mar. 31, 2006, which is incorporated herein by reference.
This application is related to U.S. patent application Ser. No.
11/684,671, now U.S. Pat. No. 8,010,196, Ser. No. 11/684,
677, now U.S. Pat. No. 7,945,326, Ser. No. 11/684,681, now
U.S. Pat. No. 7,925,349, and Ser. No. 11/684,688, now U.S.
Pat. No. 8,065,005, each entitled Tissue Characterization
Using Intracardiac Impedances with an Implantable Lead
System,” filed concurrently on Jan. 18, 2007. Each of the
foregoing applications is fully incorporated by reference
herein.

TECHNICAL FIELD

Subject matter presented herein relates generally to
implantable medical devices and more particularly to acquir-
ing intracardiac impedances with an implantable lead system.

BACKGROUND

Implantable medical devices often try to measure as many
physiological parameters as possible with components
already available in the implantable device or with minimal
changes to the existing hardware. This is especially true when
a device, such as an implantable cardioverter-defibrillator
(ICD), contains an impressive array of electronic hardware
and programmable software components. These components
can be leveraged to shed light on many patient medical con-
ditions without extra design cost. Thus, these components are
sometimes used for measuring physiological variables not
directly related to the primary cardiac functionality of an
ICD, such as measuring changes in thoracic impedance in
order to track respiration.

Because ability to measure some of these physiological
parameters has been added to implantable devices as an after-
thought, it can happen that such measurements are not per-
formed in the best manner, since an implantable device ret-
rofitted to perform ancillary measurements is intended
primarily for a different purpose.

Some conventional devices try to analogize impedance
results in the body from simple resistance measurements
between two points in the body. These results are suspect
because there are few electrical pathways in the body with
impedances that can be reliably described by simple resis-
tance measurements. These resistance measurements some-
times try to measure hemodynamic variables, cardiac param-
eters, presence of edema, tissue changes, etc. Measurement of
these parameters places a heavy burden on crude resistance
measurements, especially if the electrical pulses used to per-
form the resistance measurements change the parameter
being measured or if the conventional implanted device does
not properly filter out extraneous influences that interfere
with such measurements. Thus, some conventional tech-
niques used by implanted devices for deriving impedance
values in the body are half-hearted or unsophisticated
attempts at making what should be a more thorough measure-
ment, and thus result in inaccuracy and low reliability.

The assumption that a resistance measurement is truly
describing a bodily impedance can result in some false nega-
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tives. For example, a pathological condition being tracked
may really be present, but the conventional implanted device
does not detect it due to a lack of sensitivity of the measure-
ments or because the conventional technique examines only a
limited pathway of tissue.

Conventional reliance on a resistance component of
impedance may also lead an implanted device to false posi-
tives, in which measurements indicate presence of the patho-
logical condition, but the conventional technique is actually
measuring something else entirely. For example, a conven-
tional device may send out a sensing signal that causes a
change in an ionic balance, which the conventional device
then erroneously interprets as a change in the physiological
parameter being measured.

Trying to sample a signal at points in time that are contrived
to coincide synchronously with applied pulses is a very unre-
liable conventional pitfall. This conventional approach is
nearly impossible to successfully implement, because the
effects of phase delay, cardiac cycle, respiratory cycle, etc.,
would have to be known beforehand to successfully synchro-
nize “snapshot” sampling measurements with the timing of
applied pulses. These influencing effects that need to be
known beforehand are actually components of the parameter
being measured, thus the synchronization is typically faulty
and the obtained measurements are inaccurate.

SUMMARY

An implantable system acquires intracardiac impedance
with an implantable lead system. In one implementation, the
system generates frequency-rich, low energy, multi-phasic
waveforms that provide a net-zero charge and a net-zero
voltage. When applied to bodily tissues, current pulses or
voltage pulses having the multi-phasic waveform provide
increased specificity and sensitivity in probing tissue. The
effects of the applied pulses are sensed as a corresponding
waveform. The waveforms of the applied and sensed pulses
can be integrated to obtain corresponding area values that
represent the current and voltage across a spectrum of fre-
quencies. These areas can be compared to obtain a reliable
impedance value for the tissue. Frequency response, phase
delay, and response to modulated pulse width can also be
measured to determine a relative capacitance of the tissue,
indicative of infarcted tissue, blood to tissue ratio, degree of
edema, and other physiological parameters.

BRIEF DESCRIPTION OF THE DRAWINGS

FIG. 1 is a diagram of exemplary pulse waveforms.

FIG. 2 is a diagram of an exemplary implantable device in
relation to a human heart.

FIG. 3 is a diagram of different impedance measurement
electrode configurations.

FIG. 4 is a block diagram of the exemplary implantable
device of FIG. 2, in greater detail.

FIG. 5 is a diagram of exemplary types of impedances
obtainable using the exemplary pulse waveforms of FIG. 1.

FIG. 6 is a block diagram of an exemplary impedance
measurement circuit architecture.

FIG. 7 is a block diagram of the pulse generator shown in
FIG. 6, in greater detail.

FIG. 8 is a block diagram of the sensed signal processor
shown in FIG. 6, in greater detail.

FIG. 9 is a block diagram of the preamplifier shown in
FIGS. 6 and 8.

FIG. 10 is a timing diagram for the preamplifier of FIG. 9.
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FIG. 11 is a block diagram of the exemplary integrator
shown in FIGS. 6 and 8.

FIG. 12 is a timing diagram for the integrator shown in FIG.
11.

FIG. 13 is a block diagram of the exemplary discrete to
continuous signal converter shown in FIGS. 6 and 8.

FIG. 14 is a timing diagram for the discrete to continuous
signal converter of FIG. 13.

FIG. 15 is a diagram of the exemplary impedances intro-
duced in FIG. 5.

FIG. 16 is a diagram of an exemplary asymmetric tri-
phasic pulse waveform.

FIG. 17 is diagram of exemplary frequency components of
the asymmetric tri-phasic pulse waveform of FIG. 16.

FIG. 18 is a screen shot of a sensed voltage waveform
resulting from application in tissue of the exemplary asym-
metric tri-phasic pulse waveform of FIG. 16.

FIG. 19 is a diagram of an exemplary symmetric tri-phasic
pulse waveform.

FIG. 20 is diagram of exemplary frequency components of
the symmetric tri-phasic pulse waveform of FIG. 19.

FIG. 21 is a screen shot of a sensed voltage waveform
resulting from application in tissue of the exemplary symmet-
ric tri-phasic pulse waveform of FIG. 19.

FIG. 22 is a diagram of an exemplary sin ¢ multi-phasic
waveform.

FIG. 23 is a block diagram of an exemplary electrical
circuit modeling an electrode-to-tissue interface.

FIG. 24 depicts respective diagrams of the impedance
response to frequency variations in normal myocardium and
infarcted myocardium, when the exemplary waveforms of
FIG. 1 are applied.

FIG. 25 is a diagram of an exemplary waveform shape
response of infarcted tissue to modulated width of applied
current pulse waveforms.

FIG. 26 is a diagram of an exemplary waveform shape
response of normal tissue to modulated width of applied
current pulse waveforms.

FIG. 27 is a diagram of an exemplary waveform shape
response of normal tissue to modulated width of applied
voltage pulse waveforms.

FIG. 28 is a diagram of exemplary tissue characterization
based on sensed phase delay between applied and sensed
exemplary waveforms.

FIG. 29 is a flow diagram of an exemplary method of
obtaining an impedance value of tissue.

FIG. 30 is a flow diagram of an exemplary method of
determining a tissue characteristic based on impedance
response to frequency variations.

FIG. 31 is a flow diagram of an exemplary method of
determining a tissue characteristic based on phase delay.

FIG. 32 is a flow diagram of an exemplary method of
determining a tissue characteristic based on waveform shape
response.

DETAILED DESCRIPTION

This disclosure describes exemplary implantable devices
that create special electrical waveforms for probing tissues
and measuring physiological conditions inside the human
body. Inone implementation, an implantable device injects an
exemplary electrical waveform inside the body and senses the
results. As used herein, “inject” will be used to mean sending
an electrical signal from a circuit of the implantable device
into human tissue.

As shown in FIG. 1, an exemplary pulse waveform 100
possesses many special waveform features and electrical
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characteristics that are well suited for measuring many types
of physiological parameters in the body using current modu-
lated or voltage modulated pulses. Exemplary pulse wave-
forms 100 (hereinafter, “waveforms”) are multi-phasic, with
negative phases (pulse segments below baseline) that balance
positive phases (pulse segments above baseline). The illus-
trated waveform is tri-phasic. Each exemplary waveform 100
can be either a current pulse waveform or a voltage pulse
waveform. For example, in one implementation a current
pulse waveform 100 is injected and results are sensed as a
voltage waveform 102 that may roughly correspond to the
injected waveform 100.

When used in a wave train 104, the special features of the
waveform 100 provide an implantable device with opportu-
nities to perform many kinds of measurements and tests with-
out extensive modification of the implantable device. That is,
once generated, exemplary waveforms, such as waveform
100, “self-include” many wave features that can be probative
of'physiological conditions without requiring the implantable
device to carry awkward amounts of circuitry or exotic com-
ponents. Rather, an implantable device can reasonably lever-
age an exemplary waveform 100 to efficiently collect many
kinds of physiological data. This is better than relying on
extensive hardware enhancements in the implantable device
to try to manipulate a conventional signal in order to attempt
collection of extra data. For example, since the exemplary
waveforms 100 themselves carry wide frequency spectrum
content, there is no need to provide special injection circuitry
to perform a frequency sweep using a conventionally injected
signal.

The design of these exemplary waveforms, e.g., waveform
100, has been optimized across various principles of physics
and electrochemistry to exploit the science of electrical mea-
surement inside the human body and to provide greater effi-
ciency and patient comfort. Thus, the design of the waveform
100 aims to maximize the amount of data gathered while
minimizing the amount of energy used to do so.

Exemplary properties of the exemplary waveforms 100
described herein include better penetration of some tissues
than conventionally injected signals; better differential pen-
etration of tissues than conventionally injected signals for
improved differentiation and characterization of tissues;
fuller frequency spectrum content than conventionally
injected signals in order to return richer detail in the sensed
results; greater neutrality in the body than conventionally
injected signals, i.e., exemplary waveforms aim to “do no
harm™ and do not change the parameter they are trying to
measure, and moreover, do not create ionic imbalances or
imbalances of charge, voltage, etc., in the tissues or at tissue-
electrode interfaces.

The exemplary waveforms 100 have a far shorter wave-
length (e.g., 100 microseconds from beginning to end of a
pulse) than some conventionally injected signals (e.g., 30
milliseconds for conventional) and are not only charge bal-
anced but also voltage balanced to have a net-zero voltage and
a net-zero charge. It is important to note that the net-zero
voltage feature, also referred to as the voltage-balanced fea-
ture, refers to the voltage formed on blocking capacitors that
appear in series with the load. The flow of current through
these capacitors builds up voltage across them. Since these
capacitors, such as capacitor 628 in FIG. 6, also appear in
circuits that are responsible for sensing cardiac activity, it is
important that the net voltage built up on them be zero. As a
result of the net-zero voltage feature, the influence of an
exemplary waveform 100 on sensing cardiac activity will be
minimal. Thus, a current with a waveform such as that pre-
sented in FIGS. 16 and 19, generates a voltage across capaci-
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tor 628 that has a zero-volt mean value. In some implemen-
tations, the shorter wavelength features (e.g., 15
microseconds for the positive phase 106) can allow detection
and location of smaller features than a larger wavelength
signal could. Because of the short wavelength features and
phase balancing between positive phase(s) 106 and negative
phases 108, polarizations and other disturbances of tissue and
equipment are minimized along measurement pathways—
the pulses have come and gone before the environment can
“wake up” to their presence. Because an exemplary wave-
form 100 has variegated waveform features, such as different
positive phase and negative phase wave shapes, numerous
frequencies are available for sensing physiological condi-
tions when the waveform 100 is injected.

Another feature of exemplary waveforms 100 is inclusion
of null segments 110—intra-waveform segments containing
no signal—that serve the purpose of allowing the electronics
in the processing circuit to settle.

In one implementation, the exemplary waveform 100 is
used to derive physiological measurements based on intrac-
ardiac impedances. Based on such cardiogenic impedance
measurements, many physiological variables can be trended
to detect changes in a patient’s condition, such as congestive
heart failure (CHF) index, pulmonary edema, systolic slope,
contraction (e.g., dZ/dt(max)), diastolic slope, relaxation
(e.g., dZ/dt(min)), pre-ejection period (in low resolution),
ejection time, left ventricular ejection fraction (LVEF), dias-
tolic heart failure index (DHFI), cardiac index, etc.

The exemplary waveform 100 provides an elegant and
reliable vehicle for measuring bodily impedances in a manner
that gives reliably reproducible results. Instead of a conven-
tional technique of trying to sense an instantaneous “snap-
shot” measurement of a conventionally injected signal, an
exemplary method derives an impedance measurement by
dividing the area under the sensed voltage curve (waveform
102) by the area of the injected current waveform 100. An
exemplary implantable device can perform this exemplary
method by “integrating the curve” of an absolute value of
waveforms 100 or 102. Sometimes the exemplary implant-
able device can closely approximate this integration without
having to perform an integration operation by directly mea-
suring and summing the area 112 “under” the curve (e.g.,
under the rectangular wave) of the waveform 100, that is, the
area 112 composed of the absolute value of the three areas of
the three phases of an exemplary tri-phasic waveform 100.

Likewise, the exemplary implantable device can integrate,
or closely approximate the integration, by measuring and
summing the area 116 “under” the curve (e.g., the square
wave) of the waveform 102, that is, the area 116 composed of
the absolute value of the three areas of the three phases.

In one implementation, the area of the sensed voltage, 116,
is measured at the output of an integrator circuit. The area of
the injected current, 112, is computed by, or preset by, the
micro-controller driving the implantable device.

An implantable device may thus use this arca-based (“ar-
eal”) approach to deriving a network of impedance measure-
ments over one-vector or over a multi-vector network. One
reason that this exemplary method is elegant and stable is that
the area 116 of the sensed waveform 102 represents the
body’s response to the injected waveform 100 across all the
frequencies contained in the injected waveform 100. That is,
the area 116 of the sensed waveform 102 represents all the
frequency harmonics of the injected waveform 100. This is
very valuable when frequency response is used as the probing
tool provided by the exemplary waveform 100. It should be
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noted that the injected waveform 100 does not supply a net
direct current (DC)—there is no DC component to measure in
the sensed waveform 102.

Measuring area under waveforms instead of taking instan-
taneous measurements of an electrical quantity solves the
conventional problem that occurs when merely sampling sig-
nals, i.e., the problem of erroneously assuming that the
injected signal and the sensed signal will be in phase. This
perfect phase alignment rarely occurs in living systems
because of the capacitive content of living tissue. Thus, when
signal sampling, if there is a delay in voltage coming back to
measurement circuitry (e.g., if voltage lags current) an incor-
rect value will be sensed because internal capacitors and other
sampling circuitry do not have enough time to settle to handle
that delay. If the injection path has some capacitive character,
then the area of the sensed voltage waveform 102 is shifted to
the right (temporally delayed), depending on the degree of
capacitive character. Measuring total combined area can
occur after the entire integration process terminates—and this
is less prone to inaccuracy from time shifts between injected
waveform and sensed results. In some implementations to be
described below, this allowed phase delay is actually
exploited to return even more physiological information.
Exemplary Implantable Device

Before describing exemplary acquisition of impedances,
such as intracardiac impedances, an exemplary implantable
device by which the acquisition of impedances can be per-
formed is now described. As shown in FIG. 2, an exemplary
implantable stimulation device (“implantable device” 200),
in this case an exemplary ICD, is in electrical communication
with a patient’s heart 202 by way of three leads, 204, 206 and
208, suitable for delivering multi-chamber stimulation and
shock therapy. Not every configuration has all of the illus-
trated electrodes, but a real configuration may include some
of'the illustrated electrodes and/or even more electrodes than
illustrated.

To sense atrial cardiac signals and to provide right atrial
chamber stimulation therapy, the implantable device 200 is
coupled to an implantable right atrial lead 206, typically
having an atrial tip electrode 210 and an atrial ring electrode
212, which typically is implanted in the patient’s right atrial
appendage. Implantable device 200 is also known as and
referred to as a pacing device, a pacing apparatus, a cardiac
rhythm management device, or an implantable cardiac stimu-
lation device. Alternatively, the implantable device 200 could
be a defibrillator, or cardioverter, or have combined pacing
and defibrillation/cardioversion capabilities.

To sense left atrial and ventricular cardiac signals and to
provide left chamber pacing therapy, the implantable device
200 is coupled to a “coronary sinus” lead 204 designed for
placement in the “coronary sinus region” via the coronary
sinus opening for positioning a distal electrode adjacent to the
left ventricle or additional electrode(s) adjacent to the left
atrium. As used herein, the phrase “coronary sinus region”
refers to the vasculature of the left ventricle, including any
portion of the coronary sinus, great cardiac vein, left marginal
vein, left posterior ventricular vein, middle cardiac vein, and/
or small cardiac vein or any other cardiac vein accessible by
the coronary sinus.

Accordingly, an exemplary coronary sinus lead 204 is
designed to receive atrial and ventricular cardiac signals and
to deliver left ventricular pacing therapy using a left ventricu-
lar (LV) tip electrode 214 and a LV ring electrode 216. Left
atrial pacing therapy uses, for example, first and second left
atrial (LA) ring electrodes 218 and 220. Shocking therapy can
be performed using at least a left atrial (LA) coil electrode
222. For a description of an exemplary coronary sinus lead,
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see U.S. Pre-Grant Publication No. 20030050681, “A Self-
Anchoring Coronary Sinus Lead” (Pianca et al.), and U.S.
Pat. No. 5,466,254 to Helland, entitled, “Coronary Sinus
Lead with Atrial Sensing Capability,” which patent docu-
ments are incorporated herein by reference. Coronary sinus
lead 204 may also include a pair of right atrial (RA) ring
electrodes 224 and 226, which may be used to provide right
atrial chamber pacing therapy.

The implantable device 200 is also shown in electrical
communication with the patient’s heart 202 by way of an
implantable right ventricular lead 208, typically having an
right ventricular (RV) tip electrode 228, an RV ring electrode
230,anRYV coil electrode 232, and a superior vena cava (SVC)
coil electrode 234 (also known as a right atrial (RA) coil
electrode). Typically, the right ventricular lead 208 is trans-
venously inserted into the heart 202 so as to place the right
ventricular tip electrode 228 in the right ventricular apex so
that the RV coil electrode 232 will be positioned in the right
ventricle and the SVC coil electrode 234 will be positioned in
the superior vena cava. Accordingly, the right ventricular lead
208 is capable of receiving cardiac signals, and delivering
stimulation in the form of pacing and shock therapy to the
right ventricle.

A single- or multi-vector network, can take simultaneous
or quasi-simultaneous impedance measurements over several
vectors using any of the electrodes illustrated in FIG. 2, either
in pairs or in combinations of three or more electrodes. In one
implementation, the terms “simultaneous” and “quasi-simul-
taneous” used above mean approximately the same as “real-
time” and “near real-time,” respectively.

As shown in FIG. 3, different impedance measurement
configurations can be used for each selected vector. In one
implementation, an impedance measurement pulse is an
injected current waveform 100. The current waveform 100
can be sent across any two leads or lead combinations, per
vector. The sensed voltage part of the impedance measure-
ment does not have to be through the same leads as those used
for injection of the current waveform 100, but can be selected
independently in different available combination. Thus, bipo-
lar 302 (two node measurement), tripolar 304 (three node
measurement), and quadrapolar 306 (four node measure-
ment) configurations are all programmable by the exemplary
implantable device 200.

FIG. 4 shows an exemplary block diagram depicting vari-
ous components of the exemplary implantable device 200.
The components are typically contained in a case 400, which
is often referred to as the “can”, “housing”, “encasing”, or
“case electrode”, and may be programmably selected to actas
the return electrode for unipolar operational modes. The case
400 may further be used as a return electrode alone or in
combination with one or more of'the coil electrodes 222, 232,
234 for stimulating purposes. The case 400 further includes a
connector (not shown) having a plurality of terminals (402,
404, 406, 408, 409, 410, 412, 414, 416, 417, 418, 419, and
420—shown schematically with the names of the electrodes
to which they are connected shown next to the terminals),
including:

a left ventricular tip terminal (LV TIP) 402 for left ven-
tricular tip electrode 214;

a left ventricular ring terminal (LV RING) 404 for left
ventricular ring electrode 216;

aleft atrial shocking terminal (LA COIL) 406 for left atrial
coil electrode 222;

aleft atrial ring terminal (LA RING) 408 for left atrial ring
electrode 218;

aleft atrial ring terminal (LA RING) 409 for left atrial ring
electrode 220,
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a right ventricular tip terminal (RV TIP) 410 for right
ventricular tip electrode 228;

a right ventricular ring terminal (RV RING) 412 for right
ventricular ring electrode 230;

a right ventricular shocking terminal (RV COIL) 414 for
RV coil electrode 232;

a right atrial ring terminal (RA RING) 416 for atrial ring
electrode 224,

a right atrial ring terminal (RA RING) 417 for right atrial
ring electrode 226;

a right atrial tip terminal (RA TIP) 418 for atrial tip elec-
trode 210;

a right atrial ring terminal (RA RING) 419 for atrial ring
electrode 212; and

a SVC shocking terminal (SVC COIL) 420 for right atrial
SVC coil electrode 234.

An exemplary implantable device 200 may include a pro-
grammable microcontroller 421 that controls various opera-
tions of the implantable device 200, including cardiovascular
monitoring, hemodynamic monitoring, and cardiovascular
stimulation therapy. Microcontroller 421 includes a micro-
processor (or equivalent control circuitry), RAM and/or
ROM memory, logic and timing circuitry, state machine cir-
cuitry, and I/O circuitry.

The exemplary implantable device 200 may further include
an atrial pulse generator 422 and a ventricular pulse generator
424 that generate pacing stimulation pulses for delivery by
the right atrial lead 206, the coronary sinus lead 204, and/or
the right ventricular lead 208 via an electrode configuration
switch 426. The eclectrode configuration switch 426 may
include multiple switches for connecting the desired elec-
trodes to the appropriate 1/O circuits, thereby providing com-
plete electrode programmability. Accordingly, switch 426, in
response to a control signal 427 from the microcontroller 421,
determines the polarity of the stimulation pulses (e.g., unipo-
lar, bipolar, etc.) by selectively closing the appropriate com-
bination of switches.

To provide stimulation therapy in each of the four cham-
bers of the heart, the atrial and ventricular pulse generators
422 and 424 may include dedicated, independent pulse gen-
erators, multiplexed pulse generators, or shared pulse genera-
tors. The pulse generators 422 and 424 are controlled by the
microcontroller 421 via appropriate control signals 428 and
430, respectively, to trigger or inhibit the stimulation pulses.

Microcontroller 421 is illustrated as including timing con-
trol circuitry 432 to control the timing of the stimulation
pulses (e.g., pacing rate, atrioventricular (AV) delay, atrial
interconduction (A-A) delay, or ventricular interconduction
(V-V) delay, native atrial event to native or stimulated ven-
tricular event (PV) delay, (AV/PV) delay, etc.). The timing
control circuitry may also be used for the timing of refractory
periods, blanking intervals, noise detection windows, evoked
response windows, alert intervals, marker channel timing,
and so on.

Microcontroller 421 may also implement an arrhythmia
detector 434, a morphology detector 436, a multi-vector net-
work controller 438, and an impedance processing module
440. The microcontroller 421 may process input from physi-
ological sensors 470, such as accelerometers of an activity/
position module 472, and a minute ventilation module 474,
etc.,

The components 434, 436, 438, and 440 may be imple-
mented in hardware as part of the microcontroller 421, or as
software/firmware instructions programmed into an imple-
mentation of the implantable device 200 and executed on the
microcontroller 421 during certain modes of operation.
Although not shown, the microcontroller 421 may further
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include other dedicated circuitry and/or firmware/software
components that assist in monitoring various conditions of
the patient’s heart and managing pacing therapies.

Atrial sensing circuits 444 and ventricular sensing circuits
446 may also be selectively coupled to the right atrial lead
206, coronary sinus lead 204, and the right ventricular lead
208, through the switch 426 to detect the presence of cardiac
activity in each of the four chambers of the heart. The sensing
circuits 444 and 446 may include dedicated sense amplifiers,
multiplexed amplifiers, or shared amplifiers. Switch 426
determines the “sensing polarity” of the cardiac signal by
selectively closing the appropriate switches. In this way, the
clinician may program the sensing polarity independent of
the stimulation polarity.

Each sensing circuit 444 and 446 may employ one or more
low power precision amplifiers with programmable gain and/
or automatic gain control, bandpass filtering, and a threshold
detection circuit to selectively sense the cardiac signal of
interest. The automatic gain control enables the exemplary
implantable device 200 to sense low amplitude signal char-
acteristics of atrial or ventricular fibrillation.

The outputs of the atrial and ventricular sensing circuits
444 and 446 are connected to the microcontroller 421 which,
in turn, is able to trigger or inhibit the atrial and ventricular
pulse generators 422 and 424 in a demand fashion in response
to the absence or presence of cardiac activity in the appropri-
ate chambers of the heart. The sensing circuits 444 and 446
receive control signals from the microcontroller 421 over
signal lines 448 and 450 to control, for example, the gain and
the timing of blocking circuitry (not shown) optionally
coupled to the inputs of the sensing circuits 444, 446.

Cardiac signals, including signals involved in impedance
measurements, are supplied to an analog-to-digital (A/D)
data acquisition system 452, which is configured to acquire
these signals, convert the raw analog data into a digital signal,
and store the digital signals for later processing and/or tele-
metric transmission to an external device 454. The data acqui-
sition system 452 is coupled to the right atrial lead 206, the
coronary sinus lead 204, and the right ventricular lead 208
through the switch 426 to process signals across any pair of
desired electrodes.

The data acquisition system 452 is coupled to the micro-
controller 421, or other detection circuitry, to assist in detect-
ing an evoked response from the heart 202 in response to an
applied stimulus, which is often referred to as detecting “cap-
ture”. Capture occurs when an electrical stimulus applied to
the heart is of sufficient energy to depolarize the cardiac
tissue, thereby causing the heart muscle to contract. The
microcontroller 421 detects a depolarization signal during a
window following a stimulation pulse, the presence of which
indicates that capture has occurred. The microcontroller 421
enables capture detection by triggering the ventricular pulse
generator 424 to generate a stimulation pulse, starting a cap-
ture detection window using the timing control circuitry 432
within the microcontroller 421, and enabling the data acqui-
sition system 452 via control signal 456 to sample the cardiac
signal that falls in the capture detection window and, based on
the amplitude, determines if capture has occurred.

The microcontroller 421 is further coupled to a memory
460 by a suitable data/address bus 462. The programmable
operating parameters used by the microcontroller 421 are
stored in memory 460 and used to customize the operation of
the exemplary implantable device 200 to suit the needs of a
particular patient. Such operating parameters define, for
example, pacing pulse amplitude, pulse duration, electrode
polarity, rate, sensitivity, automatic features, arrhythmia
detection criteria, and the amplitude, wave shape and vector
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of each shocking pulse to be delivered to the patient’s heart
202 within each respective tier of therapy.

The operating parameters of the exemplary implantable
device 200 may be non-invasively programmed into the
memory 460 through a telemetry circuit 464 in telemetric
communication viacommunication link 466 with the external
device 454, such as a programmer, local transceiver, or a
diagnostic system analyzer. The microcontroller 421 can acti-
vate the telemetry circuit 464 with a control signal 468. The
telemetry circuit 464 allows intracardiac electrograms and
status information relating to the operation of the exemplary
implantable device 200 (as contained in the microcontroller
421 or memory 460) to be sent to the external device 454
through an established communication link 466.

The physiological sensors 470 referred to above can further
include, for example, “rate-responsive” sensors that adjust
pacing stimulation rates according to the exercise state of the
patient. Accordingly, the microcontroller 421 responds by
adjusting the various pacing parameters (such as rate, etc.) at
which the atrial and ventricular pulse generators 422 and 424
generate stimulation pulses.

The physiological sensors 470 may include mechanisms
and sensors to detect bodily movement (472), minute venti-
lation 474, changes in blood pressure, changes in cardiac
output, changes in the physiological condition of the heart,
diurnal changes in activity (e.g., detecting sleep and wake
states), G-force acceleration of the ICD case 400, length of
the cardiac QT interval, blood oxygen saturation, blood pH,
changes in temperature, respiration rate, and QRS wave dura-
tion. While shown as being included within the exemplary
implantable device 200, the physiological sensor(s) 470 may
also be external to the exemplary implantable device 200, yet
still be implanted within or carried by the patient, e.g., a blood
pressure probe. Examples of physiological sensors external to
the case 400 that may be deployed by implantable device 200
include sensors that, for example, sense respiration activities,
O, saturation, evoked response, pH of blood, and so forth.

The illustrated physiological sensors 470 include one or
more activity/position sensors 472 (e.g., 1D or 3D acceler-
ometers, movement sensors, etc.) to detect changes in the
patient’s position. The activity/position sensors 472 can be
used to assist detection of orthostatic hypotension caused by
transition from a less upright posture to a comparatively more
upright posture. One example postural change leading to
orthostatic hypotension in susceptible individuals is a move-
ment from a supine position in a rest state (e.g., sleeping in
bed) to an upright position in a non-rest state (e.g., sitting or
standing up).

In one configuration, accelerometer output signal is band-
pass-filtered, rectified, and integrated at regular timed inter-
vals. A processed accelerometer signal can be used as a raw
activity signal. The device derives an activity measurement
based on the raw activity signal at intervals timed according to
the cardiac cycle. The activity signal alone can be used to
indicate whether a patient is active or resting. The activity
measurement can further be used to determine an activity
variance parameter. A large activity variance signal is indica-
tive of a prolonged exercise state. Low activity and activity
variance signals are indicative of a prolonged resting or inac-
tivity state.

The minute ventilation (MV) sensor 474 may also be
included in the physiological sensors 470 in order to sense
rate and depth of breathing. Minute ventilation can be mea-
sured as the total volume of air that moves in and out of a
patient’s lungs in a minute. The MV sensor 474 may use
impedance measuring and processing circuits 478 to sense air
movement by measuring impedance across the chest cavity.
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The impedance measuring and processing circuits 478
communicate with the microcontroller 421, e.g., via control
signals 480 and can be used for obtaining many types of
bodily and intracardiac impedances, including a network of
single- or multi-vector impedance measurements. Such
impedance measurements can be used for trending many
kinds of physiological variables, and can also be used for
detection of air movement in and out of the lungs, lead imped-
ance surveillance during acute and chronic phases for proper
lead positioning or dislodgement; detecting operable elec-
trodes, and automatically switching to an operable pair if
dislodgement occurs; measuring respiration or minute venti-
lation; measuring thoracic impedance for determining shock
thresholds; detecting when the device has been implanted;
measuring cardiac stroke volume; detecting the opening of
heart valves; and so forth. The impedance measuring circuit
478 may be coupled to the switch 426 so that any desired
electrode may be used, and networks of vectors can be
selected by the multi-vector network controller 438.

The exemplary implantable device 200 additionally
includes a battery 476 that provides operating power to all of
the components shown in FIG. 4. The battery 476 is capable
of operating at low current drains for long periods of time
(e.g., less than 10 pA), and is capable of providing high-
current pulses (for capacitor charging) when the patient
requires a shock pulse (e.g., in excess of 10 A, at voltages
above 500V, for periods of 2-20 microseconds). The battery
476 also desirably has predictable discharge characteristics
so that elective replacement time can be detected. As one
example, the exemplary implantable device 200 employs
lithium/silver vanadium oxide batteries.

The exemplary implantable device 200 can further include
magnet detection circuitry (not shown), coupled to the micro-
controller 421, to detect when a magnet is placed over the
exemplary implantable device 200. A magnet may be used by
a clinician to perform various test functions of the exemplary
implantable device 200 and/or to signal the microcontroller
421 that an external programmer (e.g., 454) is in place to
receive or transmit data to the microcontroller 421 through
the telemetry circuits 464.

The microcontroller 421 further controls a shocking circuit
482 via a control signal 484. The shocking circuit 482 gen-
erates shocking pulses oflow (e.g., up to 0.5 joules), moderate
(e.g., 0.5-10 joules), or high energy (e.g., 11-40 joules), as
selected by the microcontroller 421. Such shocking pulses are
applied to the patient’s heart 202 through at least two shock-
ing electrodes selected, for example, from the left atrial coil
electrode 222, the RV coil electrode 232, and/or the SVC coil
electrode 234. As noted above, the case 400 may act as an
active electrode in combination with the RV coil electrode
232, or as part of a split electrical vector using the SVC coil
electrode 234 or the left atrial coil electrode 222 (i.e., using
the RV coil electrode 232 as a common electrode).

Cardioversion shocks are generally considered to be of low
to moderate energy level (so as to minimize pain felt by the
patient), and/or synchronized with an R-wave and pertain to
the treatment of tachycardia. Defibrillation shocks are gener-
ally of moderate to high energy level (i.e., corresponding to
thresholds in the range of, e.g., 5-40 joules), delivered asyn-
chronously (since R-waves may be too disorganized), and
pertain exclusively to the treatment of fibrillation. Accord-
ingly, the microcontroller 421 is capable of controlling the
synchronous or asynchronous delivery of the shocking
pulses.

More generally, the exemplary implantable device 200 can
be programmed to stimulate different sets of vascular and
cardiac muscles through the same lead/electrode system. The
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exemplary implantable device 200 can be programmed to
vary the output voltage of various pulses to effectively stimu-
late different muscles of the heart and blood vessels, even
though the physical placement of leads and electrodes does
not change.

FIG. 5 shows exemplary types of impedance measure-
ments that can be obtained from the exemplary areal (area-
based) technique described above with respect to FIG. 1. As
described above, the areal technique derives an impedance
measurement for each selected vector by finding the areas
under each of the injected and sensed pulse waveforms, and
dividing the areas representing voltage by the areas represent-
ing current to obtain an impedance result 502. With relatively
little processing, the integration process just described pro-
vides a “raw” impedance measurement 7, 504, which can be
useful for determining extra- or intra-cardiac impedances and
examining conditions such as pulmonary edema. From Z,
504, other component impedances may be derived. That is,
the raw impedance measurement 7, 504 includes impedance
components caused by the breathing cycle and the cardiac
cycle, with respiratory cycle waves and cardiac cycle waves
being superimposed on the underlying tissue impedance.

By applying selected bandpass filters 506 and 508 and low
pass filter 510 to the raw impedance Z, 504 the respiration
component 7. 512 can be filtered out for use, for example, in
tracking respiration rate and depth, sleep apnea, and CHF
conditions, etc. Likewise, by applying selected high pass
filters 514 and 516 and low pass filter 518 to the raw imped-
ance 7, 504, the cardiac component Z_ 520 can be filtered out
for use, for example, in tracking various hemodynamic
parameters.

FIG. 6 shows an exemplary impedance measurement cir-
cuit architecture 600, including the filter components shown
in FIG. 5 in greater detail. The illustrated architecture 600 is
just one example configuration, other configurations are also
possible. In one implementation, the exemplary impedance
measurement architecture 600 includes a pulse generator 602
for generating a pulse waveform 100, in this case a current
waveform, for injection into a patient 604 and a sensed signal
processor 606 for processing resultant waveforms 102, in this
case voltage waveforms, from the patient 604. An injection
(current pulse) mutliplexer 608 implements the single- or
multi-vector aspect of signal injection by determining a first
set of electrodes for injecting the exemplary waveform 100.
Likewise, a sensing (voltage measurement) multiplexer 610
implements the aspect of signal sensing by determining a
second set of electrodes for sensing the resulting voltage
waveforms 102.

The sensed signal processor 606 typically consists of pre-
amplification circuitry, switched capacitor filters, and an ana-
log to digital converter 612. In one implementation, the volt-
age signal from the voltage measurement multiplexer 610 is
processed by several voltage measurement lines or paths. The
illustrated sensed signal processor 606 is able to obtain at
least the three different impedance signals introduced above
with respect to FIG. 5, that is, low frequency raw impedance
7,504, respiration impedance 7., 512, and cardiac impedance
Z. 520. Each measurement can be activated separately or
simultaneously.

A digital form of raw impedance Z, 504 may be obtained.
First, the sensed signal, i.e., the tri-phasic voltage waveform
102 from the voltage measurement multiplexer 608, is sent to
a preamplifier 614. The next stage is embodied in a sign
conversion and integration module 616. At this stage, the
signal is converted into an absolute value and then integrated
over time. Using the integration process instead of conven-
tional instantaneous “snapshot” measurements of impedance
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components such as pure resistance produces results that are
more noise-free and more accurate than the conventional
techniques.

A discrete to continuous signal conversion module 618 is
then applied to the signal. Atthis point in the architecture 600,
the signals for low frequency impedance Z , 504, respiration
impedance Z, 512, and cardiac impedance Z_ 520 are
extracted separately by different filter paths, as summarized
in FIG. 5. To obtain the low frequency impedance Z_ 504, the
signal is sent to a level shift and low pass filter module 620,
and then to the analog to digital converter 612.

A digital form of the respiration impedance Z, 512 may be
obtained by tapping the analog signal from the input of the
level shift and low pass filter module 620, and feeding the
signal to a line consisting of bandpass filters 506 and 508 and
a low pass filter 510. The signal is then fed to the analog to
digital converter 612 to obtain digital Z, 512.

A digital form of the cardiac impedance Z_ 520 may like-
wise be obtained by tapping the analog signal from the input
of the level shift and low pass filter module 620, and feeding
the signal to a line consisting of high pass filters 514 and 516
and a low pass filter 518. The signal is then fed to the analog
to digital converter 612 to obtain digital Z_ 520.

In one implementation, the pulse generator 602 consists of
two timing-controlled current generators 622 and 624 with
programmable magnitude. The first current generator 622
sources current, the other current generator 624 sinks the
current. As part of the charge and voltage balancing process,
the switch SW Balance Balance 626 is used to discharge the
external capacitor Cap_Impulse 628 after each generated
impulse. The pulse rate is programmable.

Components of the impedance measurement architecture
600 may be distributed across the impedance measuring &
processing circuits 478 (FI1G. 4) and the impedance process-
ing module 440 (FIG. 4), the distribution of components
depending on implementation. That is, the exemplary imped-
ance measurement architecture 600 may be implemented in
hardware, software, or combinations thereof. For example,
the exemplary impedance measurement architecture 600 may
be implemented in hardware as part of the microcontroller
421 and/or as hardware integrated into the fabric of the exem-
plary implantable device 200; or as software/firmware
instructions programmed into an implementation of the
implantable device 200 and executed on the microcontroller
421 during certain modes of operation. In one implementa-
tion, the microcontroller 421 could process the impedance at
several time points. The impedance trend seen at these vari-
ous time points could be used to determine physiological
parameters or patient conditions, such as heart enlargement,
heart failure, pulmonary edema.

In one implementation, the preamplifier 614 is included in
the impedance measuring & processing circuits 478. The
pulse generator 602 can be implemented in the impedance
processing module 440 as can some of the other components
of the sensed signal processor 606.

Although the illustrated version of the impedance mea-
surement circuit architecture 600 injects a current pulse
waveform 100 and senses a voltage pulse waveform 102,
other implementations can inject a voltage waveform and
sense a current waveform.

FIG. 7 shows the pulse generator 602 in relation to pulse
waveforms as they exist at different points in the generation
process. A source signal 702 is fed to the current source
generator 622 to produce the positive phase 106 of the current
pulse waveform 100. Multiple square waves typically consti-
tute the sink signal 704 sent to the current sink generator 624
to produce the negative phases 108 and 108' of the current

10

15

20

25

30

35

40

45

50

55

60

65

14

pulse waveform 100. The relative widths and magnitudes of
the source signal 702 and the sink signal 704 determine
whether the current pulse waveform has symmetric properties
or asymmetric properties, to be discussed further below.

Because in one implementation the source signal 702 and
sink signal 704 are simple square waves and their relative
widths and magnitudes are known, and because it is easy to
track the number of pulses injected, the area of the injected
current pulse waveforms 100 is known or easily calculated
and does not have to be calculated by the sensed signal pro-
cessor 606. Thus, the sensed signal processor 606 only has to
calculate the area of sensed voltage pulse waveforms 102. As
shown, the voltage pulse waveform 102 is the voltage signal
that results when the current pulse waveform 100 is sentin a
circuit through the impedance load Z;,,, 706 of a bodily
tissue path.

FIG. 8 shows another view of the sensed signal processor
606 of FIG. 6. Some components will be shown in greater
detail in succeeding figures. In FIG. 8, exemplary filtering
values are shown for some of the components. For example,
the low frequency impedance Z_ 504 can be obtained using
the level shift and low pass filter 620 having the values shown.
Likewise, the respiration impedance Z, 512 can be obtained
by tapping the analog signal from the input of the level shift
and low pass filter module 620, as mentioned above, and
feeding the signal to a line consisting of bandpass filters 506
and 508 and low pass filter 510 having the illustrated values.
The cardiac impedance Z 520 can be extracted by tapping the
analog signal from the input of the level shift and low pass
filter module 620, and feeding the signal to a line consisting of
high pass filters 514 and 516 and a low pass filter 518 having
the illustrated values.

FIG. 9 shows the exemplary preamplifier 614 of FIGS. 6
and 8 in greater detail. In one configuration, a switch capaci-
tor operational amplifier amplifies the differential input sig-
nals received from the voltage measurement multiplexer 610.
The signals designated by VM A and VMC that are input to the
preamplifier 614 (via the voltage measurement multiplexer
610) are voltages sensed directly from electrodes in direct
contact with bodily tissue, that is, the received voltage wave-
forms 102 are the raw voltages as sensed from bodily tissue.
The preamplifier 614 outputs a positive signal (SOUTP) and
a negative signal (SOUTN) to the integrator 616.

In one implementation, switched blocking capacitors 902
and 904 minimize artifacts that might be introduced by polar-
ization potentials or by slowly varying voltages introduced by
the capacitive and resistive nature of electrode/electrolyte
interfaces.

FIG. 10 shows a timing diagram for the operation of the
exemplary preamplifier 614. In an auto zero phase, the pream-
plifier 614 blocks DC signals, i.e., DC components, and can-
cels half-cell potentials, which can be, e.g., —0.5 volts. During
the auto zero phase the preamplifier 614 may auto-adjust or
remove op-amp offsets. In an amplification phase, the pream-
plifier 614 amplifies the differential input signals received
from the voltage measurement multiplexer 610. In one imple-
mentation, the preamplifier gain is programmable.

FIG. 11 shows an exemplary implementation of the inte-
grator, that is, the sign-converting differential-to-single-
ended integrator/comparator 616 that rectifies and integrates
the sensed signal. The differential signal received from
between the two outputs of the preamplifier 614, SOUTP and
SOUTN, is still a tri-phasic pulse. The integrator 616 obtains
an absolute value of the voltage pulse waveform and inte-
grates the absolute area given by this tri-phasic voltage pulse.

The exemplary method of computing impedance by divid-
ing the integration output (i.e., the area under the rectified
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signal) by the corresponding area under the injected signal
has the advantage of eliminating the need for fast digital
sampling and is more tolerant of small phase delays between
the injected and sensed signals. Additionally, the method
lends itself to CMOS realization using low-value switched
capacitor solutions. Indeed, given the short duration of the
injected signal, the values of the components used in the
integrator 616 can be realized in CMOS implementations.

FIG. 12 shows a timing diagram of the operation of the
integrator 616. The beginning and ending edges of each phase
of the voltage pulse waveform determine the various parts of
an integration process, wherein the three phases of the tri-
phasic waveform, for instance, are separately integrated (and
summed) into a single-ended absolute output, e.g.,
INT_OUT. In one implementation, this stage also compares
the obtained area value of the entire voltage pulse waveform
with the known area value of the injected current waveform.
This yields an impedance value (when the area representing
voltage is divided by the area representing current).

FIG. 13 shows an exemplary implementation of the dis-
crete-to-continuous signal converter 618. This stage converts
the discrete output of the integrator 616 into a more useful
continuous signal. In one implementation, the conversionto a
smoother signal is timed to occur after the integration, as
shown in FIG. 14.

FIG. 15 shows graphical examples of impedance measure-
ments 7, 504, 7 520, and Z, 512 made over time, e.g., as
obtained by the impedance measurement circuit architecture
600 of FIG. 6. This example shows a current impulse wave-
form 100 that has been injected via only one vector, between
left ventricular tip electrode 214 and right atrial tip electrode
210. In a quadrapolar measurement (306) configuration, the
resulting voltage waveforms 102 are sensed between left
ventricular ring electrode 216 and right atrial ring electrode
212. As illustrated, cardiac and respiratory wave effects on
impedance (i.e., 7,520 and Z, 512) are superimposed on the
raw impedance wave Z, 504. When Z_ 520 and Z, 512 are
extracted from Z , 504, the underlying tissue-path impedance
for the selected vector remains, which is useful for distin-
guishing tissues or detecting congestive heart failure condi-
tions or pulmonary edema, etc.

Exemplary Waveforms

The exemplary waveforms 100, as introduced with respect
to FIG. 1, are multi-phasic and both charge-balanced and
voltage-balanced. Fach waveform 100 has a total duration
less than the charging time constant of the electrode-electro-
lyte interfaces used to inject and sense the signals. These time
constants are typically in the range of a few milliseconds. In
one implementation, the duration of waveform 100 is less
than 1 millisecond. This waveform feature is helpful to mini-
mizing polarizations effects at these electrode-electrolyte
interfaces. Other features of the exemplary waveforms 100
include symmetric or asymmetric phase duration, decreasing
phase amplitudes, and alternating phase signs. Each wave-
form 100 typically has null durations in between phases to
provide time for completely processing information from one
phase before the next phase begins. Implementations of the
waveform 100 that have square wave pulses (or rectangular
wave pulses) contain a great deal of high frequency content.
Near sinusoidal implementations of the waveform 100 may
contain less high frequency content than the square wave
versions.

The features of exemplary waveforms 100 just enumerated
provide numerous advantages, including: eliminating the
need for fast digital sampling, minimizing artifacts intro-
duced in the measurement process, increased tolerance of
small phase delays between injected and sensed signals. The
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exemplary waveforms 100 lend themselves to CMOS real-
ization using low-value switched capacitor solutions. Further,
the wide frequency spectrum of the injected signal can be
used to implement algorithms that differentiate tissues based
on their frequency response, and/or phase delay. The very low
duty-cycle of the exemplary waveforms 100 make them safer
for patients. The reduced duty-cycle brings the injected
charge and the root-mean-square value of the injected signal
well below levels that could be perceived by the patient or that
could induce adverse events.

In one implementation, the exemplary impedance mea-
surement circuit architecture 600 can deliver current pulse
waveforms of two different tri-phasic shapes, asymmetrical
or symmetrical. Other implementations can provide alterna-
tive multi-phasic waveform shapes also, for example, as
shown below in FIG. 22. Further, in one variation, at least
some of the negative phases of a multi-phasic waveform have
the same duration as at least some of the positive phases of the
waveform. In another variation, none of the negative phases
of the multi-phasic waveform have the same duration as the
positive phases. In yet another variation, the duration of at
least some of the negative phases varies in relation to changes
in the duration of one or more of the positive phases. In these
various implementations, each exemplary waveform is
charge-balanced, but additionally each waveform is also volt-
age-balanced, a feature that provides no build-up of non-zero-
mean voltages at electrode interfaces caused by a net imbal-
ance between net positive and net negative phases of the
waveform. Such non-zero-mean voltages would be detrimen-
tal to accurate electrogram sensing and ECG acquisition.
Since in a current-injection implementation the waveforms
are charge-balanced and voltage-balanced, there is no net
charge or current residue transferred by the injected current
and no net voltage imbalance between sensing leads.

FIG. 16 shows the asymmetric waveform 100 introduced in
FIG. 1. The waveform shape is defined to be asymmetrical if
the width 1602 of the positive phase 106 of the pulse wave-
form 100 is anything but equal to the width 1604 of the
negative phase(s) of the pulse waveform 100. Regardless of
symmetry, in every tri-phasic pulse waveform 100, the two
negative phases 108 of the pulse waveform 100 are designed
to balance the positive phase 106 of the pulse waveform 100.
This results in no DC component between the injection leads.

FIG. 17 shows frequency components of the asymmetric
tri-phasic pulse waveform 100 of FIG. 16. The frequency
component profile 1702 includes the voltage magnitudes of
the frequencies from 0-60 kHz that can be sensed when the
asymmetric pulse waveform 100 is injected. From another
point of view, the voltages from the collection of frequencies
represented by the component profile 1702 are integrated by
the sensed signal processor 606 to obtain an area value. This
profile 1702 has some peaks and valleys that can provide
useful spectroscopy in that differences from this profile 1702
in the sensed signal can indicate tissue changes or various
patient conditions.

As shown in inset 1704, it should be noted that the exem-
plary asymmetric pulse waveform 100 provides no DC com-
ponent, that is, the frequency component profile 1702 has no
component at DC (i.e., 0 Hz). It is also significant that at the
sensing range of 10-120 Hz for making electrograms, there is
only a very tiny AC voltage component. The negligible AC
voltage component in this sensing frequency range mini-
mizes noise injection to electrogram sensing when the exem-
plary current waveform 100 is injected.

FIG. 18 shows an example of a measured asymmetrical
voltage pulse waveform 102 resulting from injection of the
asymmetric current pulse waveform 100 of FIG. 16.
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FIG. 19 shows an exemplary implementation of a symmet-
ric pulse waveform 1902. The waveform shape is symmetri-
cal because the width 1904 of the positive phase 1906 of the
pulse waveform 1902 is equal to the width 1908 of the nega-
tive phase(s) 1910 of the pulse waveform 1902. Like the
asymmetric pulse waveform 102, the symmetric pulse wave-
form 1902 has two negative phases 1910 that are designed to
balance the positive phase 1906 of the pulse waveform 1902.
This results in no DC component between the injection leads.

FIG. 20 shows frequency components of the symmetric
tri-phasic pulse waveform 1902 of FIG. 19. The frequency
component profile 2002 includes the magnitudes of the fre-
quencies from 0-60 kHz that can be sensed when the sym-
metric pulse waveform 1902 is injected. This profile 2002 has
some peaks and valleys that can provide useful spectroscopy
in that differences from this profile 2002 in the sensed signal
can indicate tissue changes or various patient conditions. A
close-up view 2004 shows an exemplary sensing frequency
range of, for example, 10-120 Hz, in which there is only a tiny
AC voltage component. It should be noted that the exemplary
symmetric pulse waveform 1902 provides no DC component,
and thus exemplary sensing frequency ranges do not include
sensing a DC component of the sensed signal.

FIG. 21 shows an example of a measured symmetrical
voltage pulse waveform 102 resulting from injection of the
symmetric current pulse waveform 1902 of FIG. 19.

FIG. 22 shows an alternative waveform 2202 for either
current or voltage injection. The waveform 2202 is generated
by the sine cardinal function “sin c¢(x),” approximating the
quantity sin(x)/x except in one implementation where at x=0
the sin c(x) function is assigned a value of 1. The sin ¢(x)
waveform 2202 provides a wide and quasi-flat frequency
spectrum. FIG. 22 shows the multiphase character of the
sin(x)/x waveform 2202. This alternative waveform 2202 is
shown with 17 phases, 9 positive phases and 8 negative
phases, which balance each other to provide a charge-bal-
anced and voltage-balanced waveform 2202.

The exemplary waveforms, e.g., 100 and 2202, provide
many advantages over conventionally injected signals.
Because of their short wavelength, low energy, and balanced
charge and voltage between phases within a pulse, the exem-
plary waveforms 100 minimize intrusiveness. The exemplary
waveforms 100 also avoid creating polarizations at electrode
and measurement block interfaces, instead maintaining a neu-
tral tissue environment that has not been violated or changed
by their injection.

FIG. 23 shows an electric circuit diagram that models the
electrochemical interface 2300 between an implanted elec-
trode and adjacent tissue. The exemplary waveforms (e.g.,
100) described above are injected into bodily tissue and also
sensed via electrodes made of conduction materials, such as
metals. E,,_ 2302 represents the half-cell voltage for a particu-
lar metal-electrolyte combination, R, 2304 and C, 2306 are
the parallel resistor and capacitor, respectively, that model the
interface. R, 2308 is the serial resistance of the electrode and
R, 2310 is the tissue resistance.

Typical values found in the literature for R,, 2304 and C,,
2306 are in the range from 200-2000 ohms and 0.5 to 5.0 uF,
respectively. Thus, the equivalent typical time constants can
bein the range from 0.1 to 10.0 milliseconds. The exact values
depend on size of the electrode, material and electrolyte type.
Similarly, E, . can be as high as 0.7 volts.

Conventional tissue impedance circuits and methods typi-
cally intend to measure R, 2310. But it is desirable to mini-
mize in particular the effects that R, 2304, C,, 2306, and E,,.
2302 may have on measurement accuracy. Such detrimental
effects manifest in the form of long wait times required to
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allow the interface to settle, impedance errors introduced by
R /C,, offsets introduced by E,, 2302, etc. Injection of one of
the exemplary waveforms (e.g., 100) has a better chance of
achieving desired measurement goals. The duration of the
waveform is shorter than conventional, or at least comparable
to the time constants of the electrode-electrolyte interface.
Consequently, the waveform 100, in its various implementa-
tions, has a decreased chance of disturbing the polarization
potentials seen at the interface. Thus, artifacts introduced in
the measurement process are minimized.

At the electrode-electrolyte interface of a typical lead, for
example, the exemplary injected pulse waveforms 100
remain invisible, and do not allow polarization to build up at
the interface. This is because the duration of the waveforms
100 is extremely short—e.g., 15 microseconds for the center
pulse—as compared with conventional sensing waveforms
that may have a 15 millisecond width per pulse (a duration
that is about or over 1000 times greater than the exemplary
waveform 100). Given the short width of the exemplary wave-
forms 100, the injected signal travels through all the illus-
trated capacitors in the model circuit thereby causing mea-
surements to reflect the impedance of the tissue itself, unlike
conventional techniques that inject signals that charge up
capacitors C,, 2306 and disturb the half-cell battery B, . 2302.
(E,. 2302 is not like the common conception of a battery, but
is formed by chemical reactions that can easily be disturbed.)
The delicate ionic concentrations in the vicinity of the elec-
trodes can easily be disrupted when current flows through the
interface for too long of a time. For example, a conventional
pulse width of 15 milliseconds is enough to get some ions or
electrons that are being injected to disturb the chemical reac-
tions of the interface 2300. On the other hand, because of the
shortness of the exemplary pulse waveforms 100, the chemi-
cal reactions do not have a chance to be influenced by the
injected exemplary pulse waveform 100, and net charge and
voltage balances are zero.

Additional Data Acquired Via Exemplary Waveforms

The exemplary waveform, in its multiple implementations
(e.g., waveform 100) can be used in several different ways to
probe multiple physiological parameters, detect changes in
hemodynamic functioning, detect changes in physical struc-
ture, and differentiate or characterize tissues.

As described above, the exemplary wavetorms 100 do not
have a DC component and the exemplary sensed signal pro-
cessor 606 does not possess any circuitry with which to mea-
sure DC. Instead, injected exemplary waveforms 100 provide
arich spectrum of frequency content, and the frequency spec-
trum is quite broad, as shown in FIGS. 17 and 20. This
property of the waveforms 100 is useful for many other types
of'tests and measurements. For example, the waveforms 100
can be used for tissue characterization and/or differentiation
without adding hardware to create many frequencies via
sweeping a signal through a frequency range.

The wide frequency spectrum characteristic of the exem-
plary waveforms 100 can be used to implement algorithms
that differentiate tissues based on their frequency response to
the injected waveform 100. For example, the characteristic
impedance response to frequency variation in infarcted myo-
cardium is relatively flat while the impedance of healthy
myocardium is responsive to variations in frequency of an
applied signal.

FIG. 24 shows characteristic tissue impedance frequency
responses 2402 and 2404 that result when an exemplary
waveform 100 impinges on reactive tissue (i.e., frequency
responses 2402) and on non-reactive tissue (i.e., frequency
responses 2404), respectively. Reactive tissue is almost
always healthy tissue, in which impedance varies in relation
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to the applied frequency of the injected signal due to the
capacitive character of living cell membranes. Whereas resis-
tors allow a flow of electrons through them directly propor-
tional to the voltage drop, capacitors oppose changes in volt-
age by drawing or supplying current as they charge or
discharge to the new voltage level. The flow of electrons
“through” the capacitance of a healthy tissue is directly pro-
portional to the rate of change of voltage across the tissue.
Thus, if the width of the applied current signal is relatively
short, the signal has higher frequency and will pass more
easily through capacitance of healthy tissue (healthy tissue
passes relatively high frequencies more readily than lower
frequencies).

Blood is sometimes considered a tissue, and is an exception
to this phenomenon. The impedance of infarcted tissue,
blood, lymph, edema fluids, etc., typically does not vary
significantly in relation to the applied frequency of an injected
signal. So, if a spectrum of frequencies are applied to tissue
and thus made available for an implantable device to sense,
then fluid, blood or infarcted tissue, etc., can be discriminated
from healthy tissue because the fluid, blood or infarcted tissue
has a flatter frequency response, i.e., impedance does not vary
much when the frequency of applied signals changes. The
exemplary waveforms 100 provide a frequency-rich signal
for distinguishing between types of tissue in this manner. Not
only can the waveforms 100 be used to differentiate tissue, but
also in an exemplary multi-vector network this property can
be used to actually locate unhealthy (e.g., infarcted) areas of
tissue.

The voltage pulse waveform 102 sensed from healthy or
otherwise reactive tissue has been affected by the capacitive
reactance of the responsive tissue, as shown in the character-
istic impedance frequency response 2402. Since the reactive
tissue has some capacitive character, its resistivity increases
at low frequencies—i.e., healthy tissue has a tendency to
block low frequencies and pass high frequencies as a capaci-
tor would. The resistivity then decreases and levels off as the
frequency of the injected signal increases, thus the impedance
frequency response 2402 is somewhat “S” shaped.

Infarcted tissue, blood, edematous fluids, etc., on the other
hand, tend to behave more like a pure resistor to AC current,
and thus the capacitive effect is reduced as shown in the
characteristic frequency response 2404. The resistivity tends
to remain about the same through the frequency spectrum,
blood having a fairly constant resistivity of approximately
150 ohm-centimeters, and infarcted tissue having a fairly
constant resistivity in the range of several hundred ohm-
centimeters. The impedance of blood is vastly independent of
applied frequency, that is, approximately the same impedance
value is measured whether the applied frequency is 100 Hz or
100 kHz. This characteristic is similar for infarcted tissue.

Consequently, when the impedance measurement is flat
over a spectrum of applied frequencies, then the exemplary
implantable device 200 concludes that the tissue around the
sensing electrode or within the vector being measured is
infarcted in a higher percentage or congested with blood or
other bodily fluid, as if when assessing pulmonary edema.
But if this impedance measurement varies according to
sensed frequency, then the implantable device 200 can con-
clude that the vast majority of tissue around the sensing
electrode or within the vector being measured is healthy
tissue. As introduced above, when the exemplary waveform
100 is used, the electronics of the implantable device 200 do
not have to sweep a range of frequencies via the injected
signal, requiring modification and/or special hardware.
Rather, because the exemplary injected waveform already
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provides the wide frequency range within itself, little or no
hardware modification is needed.

Besides using characteristic impedance frequency
responses 2402 and 2404 to differentiate types of tissue (and
thereby sense conditions such a cardiac enlargement—such
as in congestive heart failure conditions, infarcted tissue,
pulmonary edema, etc.) the exemplary waveforms 100 can be
used in other ways to differentiate tissues. In one exemplary
technique, an implantable device 200 can differentiate tissues
by modulating a dimension of an exemplary waveform 100
being injected, and then sensing the tissue response. In
another exemplary technique, an implantable device can dif-
ferentiate tissues by sensing differences in a phase delay
introduced between injected signal and sensed signal due to
the type of tissue providing the electrical path. These tech-
niques will now be described.

Modulating one or more aspects of the geometry of the
exemplary pulse waveform 100 can sometimes create a tool
that is probative of a tissue parameter. For any given magni-
tude of AC voltage at a given frequency, the capacitance of a
given vector of healthy tissue will “conduct” a certain mag-
nitude of AC current. Just as the current through a resistor is
a function of the voltage across the resistor and the resistance
offered by the resistor, the AC current through a capacitor is a
function of the AC voltage across it, and the reactance offered
by the capacitor.

Since capacitors “conduct” current in proportion to the rate
of voltage change, they will pass more current for faster-
changing voltages (as they charge and discharge to the same
voltage peaks in less time), and less current for slower-chang-
ing voltages. What this means is that reactance in ohms for
any capacitor (or tissue) is inversely proportional to the fre-
quency of the alternating current.

Thus, in one implementation shown in FIG. 25, the width
(or duration) of the waveform 100 is modulated to gauge how
the intervening tissue reacts. For example, the applied wave-
form 100 can be varied continuously from a first width 2502
to a second width 2504 or alternatively, only a first width 2502
and a second width 2504 are discretely applied as pulses to the
tissue. If the duration of the pulses is varied by changing the
duration of one or more positive phases of the waveform, then
negative phases of the waveform are adjusted to maintain a
current-balanced and voltage-balanced waveform. Since flu-
ids, blood, and infarcted tissue behave more like a pure resis-
tor and without significant capacitive character compared
with healthy tissue, the shape of the resulting sensed wave-
form does not vary much when the duration of the pulses are
modulated. Thus, when there is a relatively high percentage
of fluid, blood, or infarcted tissue present, the waveform
shape represented in the sensed signal does not vary much,
and tends to mirror the waveform shape (2506, 2508) of the
injected signals 2502 or 2504 with their respective differ-
ences in pulse width.

In FIG. 26, the capacitive content of healthy tissue affects
the shape of the resulting sensed voltage. For a longer injected
current duration, as in waveform 2604, the capacitance found
in healthy tissue is allowed to charge for a longer time. Con-
sequently, the shape of the sensed voltage 2608 displays a
longer ramp (a sign of capacitive charging) than that of sensed
voltage 2606 (that corresponds to an injected current of
shorter duration, 2602). Thus, when tissue behaves with
capacitive character in this manner, the initial voltage V, is
less than a peak voltage V, at the end of the current pulse.

Ifthe applied current pulse positive phase 106 is modulated
in succeeding pulses from a first width 2602 to a second width
2604, then the voltage of the sensed voltage waveform 102
may correspondingly continue to increase until a second peak
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voltage V. is reached at the end of the of the sensed voltage
waveform 102 now having a second width 2608. As a tech-
nique for differentiating infarcted tissue, etc., from healthy
tissue, the morphology 2610 of the sensed voltage waveform
102 for healthy tissue is distinct from the voltage waveform
102 for non-reactive tissues in FIG. 25. Itis relatively easy for
an implantable device 200 to modulate the width 2502 of
applied pulse waveforms 100 in order to make this differen-
tiation, e.g., between infarcted tissue and healthy tissue. In
some circumstances, this technique may be easier to imple-
ment than sensing a relative continuum of frequency
responses (e.g., as in FIG. 24).

InFIG. 25, the ratio V ./ V, remains approximately equal to
1 if the tissue being sensed is mostly infarcted tissue, blood,
edematous fluid, etc., as in Equation (1):

Vp
Vo

o1 M

If the ratio V,/V, remains less than the ratio V,/V, as the
width of the injected pulse is increased, however, then the
tissue being sensed is mostly healthy tissue, as in Equation

(2):

Vp

Vv,
< i
Vo

Vo

@

Since tissue along any given vector may be a mixture of
healthy tissue and infarcted tissue (e.g., an infarcted area in an
otherwise healthy heart) an exemplary implantable device
200 may determine a ratio of infarcted tissue to healthy tissue.
This ratio may then be reported to a practitioner or fed to a
treatment algorithm onboard the implantable device 200.
Likewise, the same type of ratio may measure a blood, or
bodily fluid, to tissue ratio. Changes in this ratio may indicate
that the heart is enlarging along a certain vector, i.e., a greater
blood to healthy tissue ratio along a vector that includes the
left atrium would indicate enlargement of this heart chamber,
as it would happen in patients suffering of heart failure. Alter-
natively, this ratio may indicate blood or bodily fluid accu-
mulation in the lungs, as the case would be for patients expe-
riencing pulmonary edema, if the measurement vector
includes lung tissue in its electrical path. Of course, the speci-
ficity of these ratios can be increased when performed on
multiple vectors of the multi-vector network at once. The
differences in the ratios between vectors can triangulate to an
ischemic or infarcted lesion, for example.

FIG. 27 shows another implementation of the exemplary
technique shown in FIGS. 25 and 26 as applied to normal
tissue (that possesses some capacitive character). In FIG. 27,
an exemplary implantable device 200 injects a voltage pulse
106' instead of a current pulse. Then, a current waveform 102"
is sensed instead of voltage, e.g., by an alternative version of
the sensed signal processor 606.

If an implantable device lengthens the width of the applied
voltage waveform, then the signal has a lower frequency
component and the capacitance of healthy tissue has more of
a tendency to block this lower frequency. So, by modulating
width of the applied voltage waveform to a longer wave-
length, the morphology of the resulting current signal
changes, as illustrated. This exemplary “frequency scan”
from one applied voltage pulse wavelength width to a longer
one is easy to implement in an implantable device (without
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changing hardware much—the device just applies a short
width then a long width, and then analyzes the resulting
current signal).

Thus, in FIG. 27 the peak current I, occurs at the outset of
the sensed current waveform 102" when the change in the
applied voltage is very great, as the capacitor formed by the
tissue “charges” to the new voltage level. By the end of the
applied voltage pulse 106', the lagging current has decreased
to a value I, at the end of the applied voltage pulse 106'. If the
width of the applied voltage pulse 106' is expanded from
width 2702 to width 2704, then the current waveform 102"
decreases further to a value [,,.

This sensed current waveform morphology of FIG. 27 can
be used to distinguish normal reactive tissue from infarcted
tissue, blood, fluid, etc., as the latter would display a sensed
current waveform in which the sensed waveform mirrors the
applied voltage waveform, since infarcted tissue, blood, fluid,
etc., behave more like a pure resistor.

InFIG. 27, the ratio I /I, remains approximately equal to 1
if the tissue being sensed is mostly infarcted tissue, blood,
edematous fluid, etc., as in Equation (3):

®

If the ratio 1,/1, remains less than the ratio 1,/1, as the width
of the injected pulse is increased, however, then the tissue
being sensed is mostly healthy tissue, as in Equation (4):

Ip
Iy

Ip
To

@)

Ratios such as “blood to tissue” or “infarcted tissue to
normal tissue” may be determined by an implantable device
200 that injects voltage and senses current in a similar manner
as described above for implementations that inject current
and sense voltage.

With a pure resistor the injected current and measured
voltage are in phase. Resistive tissues like infarcted tissue,
bodily fluids, blood, etc., introduce little phase delay. The
current through the capacitance of healthy tissue, on the other
hand, is a reaction against the change in voltage across it.
Therefore, more phase delay between the voltage and current
signals can be measured in normal or healthy tissues. As
illustrated in FIG. 28, the current wave 2802 has a head start
on the voltage wave 2804; the current leads the voltage, and
the voltage lags behind the current. Healthy tissue is not really
a pure capacitor, of course, but has more capacitance than
infarcted tissue or blood, for example.

It is relatively easy for an implantable device 200 to detect
the phase angle between an injected current waveform 100
and a sensed voltage waveform 102, as the phase delay mani-
fests itself as a temporal delay between peaks (e.g., in sinu-
soidal versions of the exemplary waveform (2202 in F1G. 22))
or a temporal delay between corresponding parts of the
applied and sensed waveforms (e.g., a time delay between
leading edges). In one implementation, the phase delay does
not affect measuring overall areas of the applied current
waveform and the sensed voltage waveform since this imple-
mentation does not try to measure at particular pre-specified
points in corresponding waveforms as is conventionally per-
formed. Instead, exemplary integration of areas are just
shifted in time from each other, since voltage is shifted with
respect to current.
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Diagnostically, then, a decreased phase delay between
injected waveform and sensed waveform is expected if the
tissue surrounding the electrodes is affected by infarct. Simi-
larly, fluids that may build up in the lungs (as happens in
congestive heart failure patients) have a flat frequency char-
acteristic. Consequently, a diminishing phase delay is
expected between sensed and injected signals as fluid accu-
mulates in the lungs. Some implementations of the sensed
signal processor 606 have the capability to acquire and mea-
sure such phase delays, in addition to calculating impedance.
Exemplary Methods

FIG. 29 shows an exemplary method 2900 of obtaining an
impedance value of bodily tissue. The exemplary method
2900 may be implemented in connection with many suitably
configured stimulation devices, although it will be described
as being executed by the exemplary impedance measurement
circuit architecture 600 of the exemplary implantable device
200. In the flow diagram of FIG. 29, the operations are sum-
marized in individual blocks. Some operations may be per-
formed in hardware and/or as machine-readable instructions
(software or firmware) that can be executed by a processor,
such as microcontroller 421.

At block 2902, pulses are generated by an implantable
device. Pulses may be either current pulses or voltage pulses.
Each pulse has a multi-phasic waveform consisting of n posi-
tive phases and n+1 negative phases. The negative and posi-
tive phases alternate. Typical variations are a tri-phasic wave-
form, a 5-phase waveform, and a sinusoidal implementation
approximating sin(x)/x (or sin c(x)). Null segments can be
implemented between the negative and positive phases of a
waveform in order to facilitate the processing conducted by
the hardware.

Each pulse conforming to the exemplary waveform is of
low energy, compared with conventional pulses used to probe
impedance. For example, each positive phase may be only 1
milliamp. The negative phases of a multi-phasic waveform do
not have as great an amplitude as the positive phase(s). How-
ever, all the negative phases and all the positive phase(s) of a
single pulse waveform add up to provide not only a net-zero
charge but also a net-zero voltage.

These exemplary waveforms are rich in high frequency
content, especially square wave versions. Both symmetric
and non-symmetric variations are available. A symmetric
variation of the waveform has negative phases with the same
duration as the positive phases, e.g., a tri-phasic waveform
with one positive phase preceded and followed by a negative
phase, all three phases having a duration of 15 microseconds
each. In such an implementation, the amplitudes of the two
negative phases are such that they balance the positive phase.
An asymmetric version of the waveform has a positive phase
of, for example, 15 microseconds, and negative phases of, for
example, 30 microseconds apiece. If the amplitude of the
positive phase is, for example, 1 milliamp, then the amplitude
of each negative phase is 0.25 milliamps to balance the posi-
tive phase. Such a low energy and short duration pulse effi-
ciently probes tissue without building up charge or voltage
excesses, without polarizing interfaces, and is generally
imperceptible to a patient.

Atblock 2904, the pulses are applied to a bodily tissue. The
application can be made via two or more electrodes or elec-
trode configurations of an implanted lead system. Ideally, the
pulses are applied over several vectors of a multi-vector net-
work to create a network of values. This network of values not
only increases reliability, but also increases the specificity
and sensitivity of the implantable device to the parameter
being measured. However, single-vector networks can be
used as efficiently.
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Atblock 2906, the resulting waveforms are sensed. That is,
the applied or injected pulse waveforms are affected by the
tissue in the electrical pathway of the selected application
vector and the resulting electrical effects may then be sensed
or detected. That is, the tissue itself becomes part of an elec-
trical circuit, behaving like various circuit components or
combinations of components, with electrical characteristics
such as resistance, capacitance, resistance and capacitance in
series, etc. Thus, a signal sensed from the tissue by the same
or different electrodes may also possess waveform features
that are understandable in terms of the waveform features of
the applied pulses plus the tissue’s effect on these applied
waveforms.

At block 2908, in one implementation, the sensed wave-
forms are integrated to obtain an area value of the sensed
waveform, i.e., the absolute value of each phase of the sensed
waveform is evaluated for its area, and the areas of the mul-
tiple phases are summed.

At block 2910, an impedance value for the tissue path is
obtained by comparing the calculated area of the sensed
waveform with the corresponding area of the applied or
injected waveform. For example, if the injected waveform is
current, then the impedance value is obtained by dividing the
voltage area by the current area. The area of the injected
waveform is usually known or easily obtained, since an
implantable device already knows the number and the mor-
phology of the pulses it generates. Moreover, in many imple-
mentations the exemplary multi-phasic pulse waveforms
have square wave phases making the area calculation easy.
The impedance value obtained is reliable, because the exem-
plary waveform injected aims to not change the electrical
properties of the tissue or the electrode tissue interface as
conventional electrical pulses do. The technique of integrat-
ing the waveforms and comparing areas is also much more
reliable than trying to sample the current or voltage at points
in time that are contrived to coincide synchronously with the
applied pulses. This latter conventional approach usually pre-
sents implementation inaccuracies, because the effects of
phase delay, cardiac cycle, and respiratory cycle would have
to be know beforehand for optimal synchronization, yet these
effects are components of the parameter being measured.

FIG. 30 shows an exemplary method 3000 of obtaining a
tissue characteristic based on the frequency response of the
tissue. The exemplary method 3000 may be implemented in
connection with many suitably configured stimulation
devices, although it will be described as being executed by the
exemplary impedance measurement circuit architecture 600
of'the exemplary implantable device 200. In the flow diagram
of FIG. 30, the operations are summarized in individual
blocks. Some operations may be performed in hardware and/
or as machine-readable instructions (software or firmware)
that can be executed by a processor, such as microcontroller
421.

At block 3002, exemplary pulse waveforms are generated
as described for block 2902 of F1G. 29.

At block 3004, the pulse waveforms are applied to bodily
tissue as described for block 2904 of FIG. 29.

Atblock 3006, a response is sensed to the applied pulses in
the bodily tissue. In one implementation, if the applied pulses
are current then the sensed response is voltage.

At block 3008, a frequency response of the tissue is mea-
sured, using the applied pulse waveforms. There is a charac-
teristic impedance response to variations in frequency when
exemplary waveforms are injected into healthy tissue that has
substantial capacitance, and also a different characteristic
frequency response when the waveforms are injected into
infarcted tissue, blood, edematous fluid, etc., that lack signifi-
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cant capacitive character. For normal healthy tissue, the
impedance typically varies in relation to the applied fre-
quency of the injected signal due to the capacitive reactance
of living cell membranes. But infarcted tissue, etc., behaves
more like a pure resistor. Hence, the characteristic frequency
response vis-a-vis impedance of infarcted tissue, etc., is rela-
tively flat compared with healthy tissue.

At block 3010, a tissue characteristic is determined based
on the frequency response. That is, in the measured frequency
response, the relative similarity of the impedance readings to
one type of characteristic frequency response or the other can
be used to determine a percentage infarcted character, a blood
to tissue ratio, a degree of edema, etc.

FIG. 31 shows an exemplary method 3100 of obtaining a
tissue characteristic based on a phase delay between applied
and sensed signals. The exemplary method 3100 may be
implemented in connection with many suitably configured
stimulation devices, although it will be described as being
executed by the exemplary impedance measurement circuit
architecture 600 of the exemplary implantable device 200. In
the flow diagram of FIG. 31, the operations are summarized in
individual blocks. Some operations may be performed in
hardware and/or as machine-readable instructions (software
or firmware) that can be executed by a processor, such as
microcontroller 421.

Atblocks 3102 and 3104, exemplary pulse waveforms are
generated and applied to tissue as described for blocks 2902
and 2904 of FIG. 29.

Atblock 3106, a response to the applied pulses is sensed in
the tissue. If the applied waveforms in one implementation
are current pulses, then the resulting signal that is sensed is a
voltage waveform. That is, a signal sensed from the tissue by
one or more electrodes of a single- or multi-vector network
also possess waveform features that are understandable in
terms of the waveform features of the applied pulses plus the
tissue’s effect on these applied waveforms.

At block 3108, a phase delay between the applied current
pulse waveforms and the sensed voltage response is deter-
mined. The degree of the phase delay is related to the capaci-
tance of the tissue path, healthy tissue having a relatively high
capacitance, and infarcted tissue, blood, edematous fluid,
etc., having a relatively low capacitance.

Atblock 3110, a tissue characteristic is determined, based
on the phase delay. That is, the degree of phase delay may be
used to determine a characteristic of the tissue path, such as
percentage of infarcted character, blood to tissue ratio, degree
of edema, etc.

FIG. 32 shows an exemplary method 3200 of obtaining a
tissue characteristic based on a waveform shape response to
modulated pulse width. The exemplary method 3200 may be
implemented in connection with many suitably configured
stimulation devices, although it will be described as being
executed by the exemplary impedance measurement circuit
architecture 600 of the exemplary implantable device 200. In
the flow diagram of FIG. 32, the operations are summarized in
individual blocks. Some operations may be performed in
hardware and/or as machine-readable instructions (software
or firmware) that can be executed by a processor, such as
microcontroller 421.

Atblocks 3202 and 3204, exemplary pulse waveforms are
generated and applied to tissue as described for blocks 2902
and 2904 of FIG. 29, with the addition that the exemplary
waveforms are adjustable in their width (i.e., their duration).
Thus, an exemplary device modulates the pulse width of the
waveform, either continuously over a spectrum of widths, or
by selecting a limited number of discrete widths, for example,
two different durations of a tri-phasic waveform.
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At block 3206, a response to the applied pulses is sensed in
the tissue, i.e., resulting waveforms are sensed. A signal
sensed in the tissue by the same or different electrodes pos-
sesses waveform features that are understandable in terms of
the applied pulses and the intervening tissue. The sensed
waveform response may vary as the duration of the applied
pulses is varied for some types of tissues or conditions, while
the sensed waveform response does not vary much as the
duration of the applied pulses is varied for other types of
tissues or conditions.

At block 3208, a waveform shape is measured for each
duration of applied pulse. For example, in one implementa-
tion, if the tissue is mainly healthy, a longer injected pulse
duration results in a sensed waveform response that displays
a longer ramp (a sign of capacitive charging) than that of a
sensed waveform response resulting from an injected pulse of
shorter duration. Tissue that contains a high percentage of
infarcted tissue, blood, fluid, etc., does not show this effect.

At block 3210, a tissue characteristic is determined based
onthe degree of waveform shape change as the duration of the
applied pulses is varied. That is, the estimated degree of
capacitance of the tissue path can be determined by the
amount of morphology change as the applied pulse duration
is varied. A low degree of capacitance is indicative of a
relatively high percentage infarcted character, a relatively
high blood to tissue ratio, a relatively high degree of edema,
etc.

CONCLUSION

Although exemplary systems and methods have been
described in language specific to structural features and/or
methodological acts, it is to be understood that the subject
matter defined in the appended claims is not necessarily lim-
ited to the specific features or acts described. Rather, the
specific features and acts are disclosed as exemplary forms of
implementing the claimed methods, devices, systems, etc.

What is claimed is:

1. A method for use in an implantable device, comprising:

generating pulses to apply to a bodily tissue via an elec-

trode, wherein each pulse has an asymmetric amplitude
waveform possessing alternating positive and negative
phases that are charge-balanced and voltage-balanced,
the asymmetric amplitude waveform having a duration
less than a charging time constant of an electrode-elec-
trolyte interface between the electrode and the bodily
tissue;

applying the pulses having the waveform to the bodily

tissue, wherein the pulses are applied at a frequency
within a range of frequencies consisting of approxi-
mately 1 Hz to approximately 100 kHz; and

measuring an effect of the applied pulses to determine a

physiological parameter.

2. The method as recited in claim 1, wherein generating
pulses includes generating waveforms that include:

a number (n) of positive phases;

a number (n+1) of negative phases, the negative phases

alternating with the positive phases.

3. The method as recited in claim 1, wherein the waveform
has a duration of less than approximately 1 millisecond.

4. The method as recited in claim 1, wherein the waveform
comprises one positive phase and two negative phases, one of
the negative phases on each side of the positive phase.

5. The method as recited in claim 1, wherein each phase is
a rectangular wave.

6. The method as recited in claim 1, wherein the phases are
at least in part sinusoidal.
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7. The method as recited in claim 1, wherein the waveform
at least approximates a sine(x)/x waveform.

8. The method as recited in claim 2, wherein a null segment
intervenes between each positive phase and each negative
phase.

9. The method as recited in claim 1, wherein applying the
pulses further comprises applying current pulses having the
waveform, wherein the absolute magnitude of the positive
phase(s) of the pulses is in the range of 0.125 milliamps to
1.00 milliamps, and the absolute magnitude of the negative
phases of the pulses are approximately 0.03215 milliamps to
0.2500 milliamps.

10. The method as recited in claim 1, wherein applying the
pulses further comprises applying voltage pulses having the
waveform.

11. The method as recited in claim 1, wherein measuring an
effect of the applied pulses includes measuring a voltage
resulting from applying current pulses having the waveform.

12. The method as recited in claim 1, wherein measuring an
effect of the applied pulses includes measuring a voltage
waveform over time resulting from applying current pulses
having the waveform.

13. The method as recited in claim 12, wherein measuring
an effect of the applied pulses includes deriving an area of
each voltage waveform resulting from applying current
pulses having the waveform.

14. The method as recited in claim 13, wherein the area of
each voltage waveform includes the voltage contribution of
each frequency of a spectrum of frequencies provided by the
applied pulses.

15. The method as recited in claim 1, wherein measuring an
effect of the applied pulses includes:

deriving an area of voltage waveforms resulting from

applying current pulses having the waveform; and

deriving an impedance value of the bodily tissue by divid-

ing the area of the voltage waveforms by an area of the
current pulses having the waveform.

16. The method as recited in claim 1, wherein measuring an
effect of the applied pulses includes measuring a current
waveform over time resulting from applying a voltage pulse
having the waveform.

17. The method as recited in claim 16, wherein measuring
an effect of the applied pulses includes deriving an area of
each current waveform that results from applying the voltage
pulses having the waveform.

18. The method as recited in claim 17, further comprising
deriving an impedance value of the bodily tissue by dividing
the area of the voltage pulses having the waveform by an area
of the current waveforms.

19. A method for use in an implantable device, comprising:

generating pulses to apply to a bodily tissue via an elec-

trode, wherein each pulse has a waveform possessing
alternating positive and negative phases that are charge-
balanced and voltage-balanced, the waveform having a
duration less than a charging time constant of an elec-
trode-clectrolyte interface between the electrode and the
bodily tissue, the waveform having a null segment hav-
ing a duration sufficient to allow electronics in a pro-
cessing circuit of the implantable device to settle inter-
venes between each positive phase and each negative
phase;

applying the pulses having the waveform to the bodily

tissue; and
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measuring an effect of the applied pulses to determine a
physiological parameter, wherein measuring an effect of
the applied pulses includes:
deriving an area of voltage waveforms resulting from
applying current pulses having the waveform; and

deriving an impedance value of the bodily tissue by
dividing the area of the voltage waveforms by an area
of the current pulses having the waveform.

20. The method as recited in claim 19, wherein the wave-
form has a duration of less than approximately 1 millisecond.

21. The method as recited in claim 19, wherein the wave-
form comprises one positive phase and two negative phases,
one of the negative phases on each side of the positive phase.

22. The method as recited in claim 19, wherein each phase
is a rectangular wave.

23. The method as recited in claim 19, wherein applying
the pulses further comprises applying current pulses having
the waveform, wherein the absolute magnitude of the positive
phase(s) of the pulses is in the range of 0.125 milliamps to
1.00 milliamps, and the absolute magnitude of the negative
phases of the pulses are approximately 0.03215 milliamps to
0.2500 milliamps.

24. A method foruse in an implantable device, comprising:

generating pulses to apply to a bodily tissue via an elec-
trode, wherein each pulse has a waveform possessing
alternating positive and negative phases that are charge-
balanced and voltage-balanced, at least one negative
phase having an absolute amplitude less than an absolute
amplitude of one of the positive phases, the waveform
having a duration less than a charging time constant of
en electrode-electrolyte interface between the electrode
and the bodily tissue;

applying the pulses having the waveform to the bodily
tissue; and

measuring an effect of the applied pulses to determine a
physiological parameter, wherein measuring an effect of
the applied pulses includes:
measuring a current waveform over time resulting from

applying a voltage pulse having the waveform;
deriving an area of each current waveform that results
from applying the voltage pulses having the wave-
form; and
deriving an impedance value of the bodily tissue by
dividing the area of the voltage pulses having the
waveform by an area of the current waveforms.

25. The method as recited in claim 24, wherein generating
pulses includes generating waveforms that include:

a number (n) of positive phases;

a number (n+1) of negative phases, the negative phases

alternating with the positive phases.

26. The method as recited in claim 24, wherein the wave-
form at least approximates a sine(x)/x waveform.

27. The method as recited in claim 24, wherein the wave-
form comprises a sine(x)/x waveform where at x=0 the wave-
form has a value of 1.

28. The method as recited in claim 24, wherein applying
the pulses further comprises applying current pulses having
the waveform, wherein the absolute magnitude of the positive
phase(s) of the pulses is in the range of 0.125 milliamps to
1.00 milliamps, and the absolute magnitude of the negative
phases of the pulses are approximately 0.03215 milliamps to
0.2500 milliamps.



